Review of WHO Table B1 (VanTreeck, et al., 2023) by The Institute for Research & Evaluation (IR&E or IRE)

Table B1: Discrepancy Summary [from VanTreeck, et al., 2023?]

IRE Analysis of “"Discrepancies” in Table B1

Study Measurement Study Replication Findings IR&E Report Findings IRE Comments and Color-Coded Conclusions
VIOLET=A mistaken interpretation of study results by WHO
[as interpreted by VanTreeck, et al., 2023"] | [as interpreted by YELLOW=A misunderstanding of IRE Table 7 by WHO
VanTreeck, et al., 2023"] BLUE=A reasonable decision by IRE on study interpretation
GREEN=A confirmed discrepancy between IRE and study results
Aderibigbe, Any condom Evidence of programme potential at 3 Report indicated that this This is a misunderstanding by the WHO reviewers (VanTreeck, et
2008 use months. Table 5 indicates that pre- was measured at 3 months, al) of the IRE data table, Table 7. The “3 months” entered in the
intervention data demonstrated no significant | but did not colour code it to table cell does indicate a significant 3-month impact, not just
difference amongst groups (p = 0.8761). indicate the impact. that a 3-month follow-up effect was measured. Where the
Study participants who used condoms outcome was measured but the impact was not significant, the
increased by 36.5% and control participants table says “"NS,” as indicated in the Key at the bottom of Table 7.
who used condoms increased by 1.8%. The This was done consistently throughout the IRE data tables. The
post-intervention data were significantly blue color-coding to indicate “program potential” was an
different (p = 0.0003). interpretation imposed by IRE, not the study author
(Aderibigbe), and failure to color-code this finding as such is an
oversight on the order of a “typo,” not a discrepancy between
the IRE report and the study findings reported by Aderibigbe.
Aderibigbe, | Frequent/recent | Evidence of programme potential at 3 Reported as NS. “Number of Sex Partners in the Past 3 months” is by definition a
2008 sex months. Table 3 reports the number of measure of “Number of Sex Partners,” not “Recent Sex.” This is
sexual partners in the past 3 months (recent where we correctly recorded it. Because an increase occurred in
sex). The number of participants who those reporting 0 partners in the past 3 months, that change
reported 0 partners increased from 8 to 30 in could have been recorded as a change in Recent Sex, but where
the study group and decreased from 11 to 8 there was also a reduction in those reporting multiple partners,
in the control group. The pre-intervention it seemed more appropriate to register these results as an
values were not significant (no difference overall reduction in Number of Sex Partners, as shown in IRE’s
among groups), but the post-intervention Table 7. Frequency of Sex was also measured, and this
values were significant (p = 0.0002). This nonsignificant outcome was recorded in the IRE column labeled
demonstrates the significant positive effect of Frequent/Recent Sex. This was not a discrepancy between the
the intervention on recent sex. Data were IRE data table and the findings reported by Aderibigbe, merely a
measured for Frequency of Sex (Table 4), but reasonable decision on how to record these findings within the
it was not significant. categories and format that IRE had set up to use for its report.
Aderibigbe, # sex partners Evidence of programme potential at 3 Reported that there were This is a misunderstanding of the IRE data table, not a
2008 months. Table 3 reports the number of data at 3 months, but did discrepancy between the study findings and the IRE report. See
sexual partners in the past 3 months. The % not colour code it to indicate the first note in yellow in this column, above.
of study participants who reported 2-4 the impact.
partners decreased by 20.3% while the % of
control participants increased by 1.7% (pre
intervention showed no significant difference,
post intervention p=0.0431). The % of
study particpants who reported >4 partners
increased by 0.2% and the % of control
participants increased by 3.7% (pre
intervention p = 0.0049, post
intervention p=0.0011).
Agha, 2004 Frequent/recent | NS. Table 6, “Has regular partner” data are Reported as evidence of Table 6 reports a significant effect for “Had casual partner past 3
sex not significant, p > 0.05. programme potential at 6 months” (AOR=.33, 95% CI= .14-.78) at the 6-month follow-
months. up. This is a measure of recent sexual activity and IRE reported
this as Frequent/Recent Sex at 6 months.
Ajuwon, Any condom NS. Tables 3 and 4 report the condom use Reported as evidence of The Chi-square p-values reported in Tables 3 & 4 are not a test
2007 use baseline and post-intervention programme potential. for pre-post change, in other words, for a program effect. The

measurements. Respectively, p =0.96
and p=0.51.

study text (“Effects of the Intervention,” p.54) reported a
significant pre-post increase in Condom Use for one of the 3




intervention types (E3, p<.05). The Control Group did not
experience a similar significant increase, indicating a program
effect for Intervention Group E3. This, and a significant increase
in condom use for Group E2 (p<.05), are reported as positive
program effects in the study abstract.

Ajuwon, Sexual Positive and negative results at 9 months. Reported as NM. 1. The text of the study reported this outcome as “having sexual
2007 Initiation Teacher instruction (E1) and mixed experience in the 3 months preceding the survey” which would
intervention (E3) had a lesser increase than be considered a measure of “Recent Sex” not “Sexual Initiation.”
[2 data the control while the peer led intervention IRE used this definition and marked Sexual Initiation, NM (not
points] (E2) did not. Rroportion that had ever had measured). This was not a research error by IRE.
sex: E1 0.4% increase, E2 9.8% increase, E3 2. The Chi-square p-values reported in Tables 3 & 4 are not a
.4-6% increase; Control 5-7% test for pre-post change, in other words, for a program effect.
increase. P values for baseline and post- They are cited as such in error by VanTreeck. The text (“Effects
intervention: 0.022 and 0.0034, respectively. of the Intervention”) reported a significant pre-post increase in
this measure for one of the Intervention types (E2) and also for
the Control group, with no reductions in the other groups. Since
the Control group also increased significantly, and there was no
statistical comparison of the amount of increase for E2 vs.
Control, we did not designate it as evidence of a negative
program effect but as a lack of evidence of positive effect, i.e.,
NS for Frequent/Recent Sex. The study authors (Ajuwon, et al.)
also did not report this as a negative program effect.
Borgia, Negative Effect Negative effect. Yes, condom use and Reported as no. The pre-to-post increases in sexual risk behaviors in Figure 1,
2005 unprotected sex. though significant, cannot be attributed to a negative program
effect. The reported changes merely indicate that the sexual risk
behaviors increased significantly over time, which is not unusual
in a teen population. Without a control group, it is unknown
whether these increases might have been even greater without
the program’s influence, which would mean a positive program
effect. There was no control group so the measure of a program
effect was to test differences between the programs in these
outcomes, and no differences were detected, per the first row of
results in Tables 4 & 5. This claimed IRE discrepancy is actually
a misinterpretation of the study’s results by VanTreeck, et al.,
not an error in the IRE report.
Borgia, CCuU Negative effect. Decrease in always using Reported as NM. See above note (Borgia, 2005) regarding the error by
2005 condoms: Teacher led from 29.0 to 22.3%, VanTreeck, et al., in interpreting this study’s results. Also, the
Peer led from 36.8 to 27.6% (p < 0.05). analysis that measured for a program effect on condom use
(Table 5) was for the outcome of Frequency of Condom Use” and
did not specify Consistent Condom use (CCU) meaning “always”
use in this study. Thus, CCU was not measured in the outcome
analysis of program impact.
Borgia, Any condom Negative effect. Figure 1 shows the changes Reported as NS. Again, this is an error by the WHO reviewers. Figure 1 does not
2005 use in condom use for both the teacher and peer measure a program effect but merely the change over time in
interventions. While both interventions saw the outcomes of interest for the 2 programs. There was no
more participants responding to the condom control group and no difference between programs (see Table 5
use survey question with “sometimes use a and the first IRE note on Borgia, 2005, above). The study
condom”, this was due to a decrease in authors reported no significant program effect, positive or
“always use a condom”. This data were negative, on condom use (see study abstract). “Neither of the
significant (p < 0.05). interventions induced changes in sexual behavior.” (Abstract)
Borgia, # sex partners Negative effect. Teacher intervention had Reported as NS. See above notes (Borgia, 2005) re. the incorrect interpretation
2005 significant increase in respondents who of Figure 1 by VanTreeck, et al. The study authors reported no

reported having more than one partner

significant effect, positive or negative, on # sex partners (see
study abstract).




(Figure 1, p < 0.01). Peer intervention was
not significant.

Dente, 2005 | Frequent/recent | Evidence of programme potential. Study Reported as NM. The study actually states (p.4), “among those who were recently
sex states: “students of group 1 and group 2 sexually active, students of group 1 and group 2 were less likely
were less likely to have had intercourse with to have had intercourse with casual partners than those of
casual partners than those of group 3 group 3 (p=0.006)". Thus, “recent sex” was a given and not
(p=0.006)". Groups 1 and 2 are interven- measured as an outcome itself—it does not appear as an
tion groups; group 3 is the control group. outcome on Table 2, thus, it was Not Measured (NM).
Dente, 2005 | Sexual Positive effect. Table 2 presents data of Reported as NS. IRE concurs with VanTreeck, et al., that the IRE data table
Initiation [those] who have ever had sex in their should show a post-program effect.
lifetime. Voluntary Counselling and Testing However, IRE does not agree that this is evidence of program
(VCT) & School Health Education (SHE): effectiveness, since the outcome measures were taken at the
31.4%, SHE: 57.1%, Control: End of the Program; there was no evidence of a sustained post-
62.9%. p <0.001. program effect. (p.2 says it was “a post-test only...study”)

Diaz, 2005; Unprotected Evidence of programme potential. Table 6 Reported as NM. The measure “Use of modern contraceptive methods” usually

Salvador sex reports an AOR (study:control) of 2.82 (95% includes the use of the birth control pill and/or LARCs® and may
CI: [1.45-5.49]) for current use of modern or may not include condom use. (It does not appear to in this
contraceptive methods. Note, this was at no study.) This measure is not an indicator of Unprotected Sex,
specified time period after the intervention because it is unknown whether condom use is occurring, and
because these groups were identified from only condoms provide protection from STIs.
actual school settings.

Doyle, 2010 | Any condom Evidence of programme potential at 3 years Reported as NS. Where this study employed multiple ways of measuring the

use in subgroup. Table 3 reports a higher condom same basic outcome of condom use, IRE chose to use the more

use with non-regular partner among females robust measure as the more valid one. "Condom use with non-

in the intervention compared to those in the regular partner” is not a measure of overall condom use, as is

control (aPR 1.34 p <0.05). “condom use at last sex in past 12 months,” which is the robust
measure IRE used. It was not statistically significant for males
or females, and this is what IRE reported in its data table.
Rather than being an error by IRE, this was a reasonable
decision on interpretation of the study outcomes.

Doyle, 2010 | # sex partners Evidence of programme potential at 3 years Reported as NS. Where this study employed multiple ways of measuring the
in subgroup. The intervention was associated outcome of Number of Sex Partners, IRE made a judgment call,
with a reduction in the proportion of males prioritizing the more recent measures as the more valid
reporting more than four sexual partners in indicators. There were 4 measures related to Number of Sex
their lifetime (aPR 0.87, 95%CI 0.78-0.97) Partners in this study. Although Lifetime Partners was reduced

for males, there was no reduction in the other 3 measures (“in
past 4 weeks,” “in past 12 months,” and “in the same time
period in past 12 months”), all of which were much more recent
measures. IRE concluded that the outcome, Number of Sex
Partners was not significantly impacted for males. This was a
reasonable decision, not an error by IRE.

Duflo, 2006 Pregnancy NS. Table 6 reports childbearing rates. Data Reported as NM. “Childbearing” was not considered a measure of “Pregnancy” or
for “has started childbearing” is not “Ever been pregnant” by this study. On p. 15, the study authors
significantly different between the teacher state: “Of course childbearing is an imperfect proxy for risky
training and reducing the cost of education sexual behavior...Abortion...could...reduce the correlation
programmes. between the incidence of childbearing and the risk of HIV

infection.” In other words, the measure of childbearing doesn’t
take into account abortion, which may increase if pregnancy
rates go up, leaving a childbearing rate that appears stable
while actual pregnancy rates have increased. Thus, IRE reported
Pregnancy as Not Measured.

Duflo, 2006 # sex partners NM Reported as NS. Table 5 reports on “Had more than one sex partner” and it was

NS. A reduction in the number of students who have had more




than one sex partner is the same as measuring a reduction in
the Number of Partners for the treatment group.

Duflo, 2015

Sexual
Initiation

NS. Table 6 reports long-run impacts on
participants’ responses to “Ever had sex”.
Data were only significant at 10% level.

Reported as NM.

Duflo’s Table 6 does not have data on the Critical Thinking (CT)
program, which was the only program component with content
on condom use and thus the only CSE study arm. Since IRE’s
focus was CSE, the results for CT were the only outcomes
relevant to its report. IRE’s data table specifies “Critical
Thinking” as the program of interest. Table, 5, which does
include the CT study arm, does not report on Sexual Initiation,
so IRE coded it, correctly, as Not Measured (NM) for the Critical
Thinking program. This is not an IRE error.

Duflo, 2015

Any condom
use

NS. Table 5 presents data for “Used condom
at last sex” but p > 0.05.

Reported as NM.

IRE concurs.

Dupas,
2011

Pregnancy

NS. Table 3 reports the childbearing
probability. The RR data are not significant at
a 95% CI (p=0.10). The TT data do not
have any significant childbearing data.

Reported as positive and
negative effect.

Dupas’ Table 6 shows negative effects on Sexual Initiation,
Number of Sex Partners, and Paid Sex, all at p<.05. IRE’s Table
7 labels these negative effects correctly, in Column 4. It does
not report negative program effects on the outcome of
Pregnancy. This is a misunderstanding of the color-coding on the
IRE data table. The color green was used to indicate “Evidence
of Program Effectiveness: A significant effect on a key protective
indicator, at least 12 months post-program, on the intended
target population (not just a subgroup), without other negative
effects.” Where a program had a positive 12-month effect on a
key outcome, but a negative impact on another outcome, the
positive 12-month effect was color-coded grey rather than
green, to indicate that it was not “Evidence of Program
Effectiveness” because of the occurrence of negative effects on
other program outcomes. The grey color did not mean there
were both positive and negative effects on the same outcome,
but that the program produced both positive and negative
effects across the targeted outcomes. This was noted in the
color key at the bottom of Table 7, but could have been stated
more clearly by IRE. Regarding a positive effect on Pregnancy:
Table 3 in Dupas, 2011, reports a decrease in childbearing
probability (considered by the study as a proxy for pregnancy)
for unmarried girls as significant at p<.05. Unmarried girls was
the group for which the outcome of Pregnancy was of interest to
the program; for this reason it was entered in the IRE data table
correctly as a positive program effect on Pregnancy.

Dupas,
2011

Frequent/recent
sex

NS. Table 6 presents information for
“Currently has regular partner”. I would say
that this qualifies as frequent/recent sex as
this context is referring to regular sexual
partner.

Reported as NM.

“Regular sex partner” does not measure how recently or how
frequently sexual activity occurs, as these measures are usually
construed. Thus, these outcomes were reported by IRE as Not
Measured (NM). This is not an error by IRE but simply a
difference in measurement interpretation.

Fitzgerald,
1999

Any condom
use

Evidence of programme potential at 6
months. Table 5 reports data for condom use
(used condom). The difference in condom
use between intervention and control youth
at follow-up (78% vs. 64%) was very similar
to that at baseline (78% vs. 67%), although
the difference at follow up reached statistical
significant (p <.05).

Reported as negative effect.

Table 5 shows Condom Use for Intervention boys at baseline
was significantly higher than Control boys (87% vs.68%, p<.05)
but decreased for Int. boys at Wave 2 more than for Control
boys (79% vs. 67%--Control boys essentially stayed the same)
such that it was no longer significantly different, a statistical
indicator of negative program effect on the boys. This is not an
IRE error but rather a reasonable decision on interpretation of
study results. The overall effect was due to an increase by girls.




Fitzgerald, Dual benefit NS. Due to the discrepancy for Fitzgerald Reported as NM. The follow-up period was 6 months (p.55) therefore a 12-month
1999 (12 mo.) CCU, this is also a discrepancy. Sexual Dual Benefit was not measured (NM).
initiation was measured but was NS.
Fitzgerald, CCU NS. Among intervention youth, the Reported as NM. “Always/usually” using a condom is a measure of “frequent use
1999 percentage of youth reporting frequent use of condoms,” according to the study authors, and is not a
of condoms (“always”/“usually”) increased measure of Consistent Condom Use (CCU), which would mean
16% (from 61% at baseline to 77% at always using a condom or using a condom every time. This is a
follow-up) compared to only a 4% increase commonly understood distinction in sex education research and
(64% to 68%) among control youth (p =not not an error by IRE.
significant).
James, Sexual NM. The study does not discuss data on Reported as measured at 4 1. On p. 286, the study says participants were asked to report
2006 Initiation sexual initiation. Additionally, the original months; coded as evidence “whether they were ever sexually active (0 = no, 1 = yes).” This
report marks this as programme potential at of programme potential. is a measure of Ever Had Sex or Sexual Initiation. They were
[2 data 4 months, but there is only f/u at 6 and 10 also asked whether they had had recent sex. Because the
points] months. outcome reported was “sexual activity,” without distinguishing
between the 2 measures, we coded it as an effect for both.
2. The 6-month post-test measure was taken “directly after the
intervention” (p.287), indicating it was a 6-month post-baseline,
not 6-month post-program measure. A follow-up measure was
taken 4 months later, which was 10 months post-baseline but
only 4 months post-program, which is what IRE reported. IRE’s
focus was on the post-program duration of effects.
James, Any condom Evidence of programme potential at 6 Reported as evidence of 1.This effect was reported at the post-test (i.e., at program
2006 use months. The students in the full programme potential: “at end), not 6 months post-program (see above notes), for the
implementation group reported significantly Prog End-Subgroup O”. “full implementation” group.
[2 data more condom use at last sex (B = -.80, 2.The “full implementation” group was not the full sample but
points] SE =.40, Wald (1, 157) =4.16, p < .05, actually a subgroup, since it was identified as “exploratory
OR = .45). The original report is misleading analyses” (p.287) that divided the full sample into those who
because the group that showed positive received “full” or “partial” implementation of the program.d IRE
impact was the full implementation group. took the “intent to treat” approach and considered these as
This was compared against the control subgroups, as the study authors also appeared to do, since they
group. This aligns with the original report's reported no overall behavioral effects for the full sample at any
definition of programme potential because it time. See statement of results in study abstract, p.281: “No
was measured at 6 months, but it was still effects were found on safe sex practices (condom use, sexual
misreported that it reflected a subgroup. intercourse).”
James, Frequent/recent | Evidence of programme potential at 6 Reported as evidence of 1. As explained in the above note (James, 2006), the “full
2006 sex months. The students in the full implemen- programme potential: “at implementation” group was a subgroup, not the full sample,
tation group reported significantly less sexual | Prog End-Subgroup O”. since the analysis divided the sample into those who received
[2 data activity in the previous 6 months (B =-.53, “full” or “partial” implementation of the program. IRE took the
points] SE = .24, Wald (1, 657 = 4.98, p < .05, “intent to treat” approach and considered these as subgroups,
OR =.59). The original report is misleading as the study authors also appeared to do, since they reported no
because the group that showed positive overall behavioral effects for the full sample at any time.d This
impact was the full implementation group. claim of IRE error, and the two immediately above it, are (like
This was compared against the control several others in this table) the result of a lack of close reading
group. This aligns with the original report's of the study text by the WHO reviewers, resulting in error on
definition of programme potential because it their part in interpreting the study data.
was measured at 6 months, but the original 2. This outcome was measured at the post-test (end of
report misreported that it reflected a program), not 6 months post-program. See above notes (james,
subgroup. 2006) on the 6-month post-baseline measurement.
Jemmott, Frequent/recent | Positive effect. Table 3 reports the odds Reported as NS. The short-term outcome reported was an average of the
2015 sex ratios for vaginal intercourse in the past 3 program effects at the 3, 6, and 12-month follow-ups. This is

months. The overall intervention effect was

not a measure of a 12-month post-program effect. Since




not significant (p = 0.076), but the short
term intervention effect (3, 6, 12 month) had
an OR=0.62 (p=0.022). The insignificant
overall follow up does not discount the
significant data at 12 months.

program effects usually decline substantially over a 12-month
time frame (they are often large at 3 mo. and nonexistent at 12
months), this averaging technique can produce a modest but
statistically significant average effect over the entire time span,
even though the program impact has actually disappeared after
12 months, both in quantity and statistical significance. This
gives the appearance that the program’s effect lasted 12 months
after the program by making a non-significant effect at 12
months post-program look significant because the average “over
the 12-month period” was significant. Thus, these “short-term
effects” are not equivalent to measuring program effects after
12 months and shouldn’t be viewed as such. For this reason IRE
relied on the overall program effects, which were not significant.

Jemmott, # sex partners Positive effect. Table 3 reports the odds Reported as NS. The study authors (the Jemmotts) would prefer that the “short
2015 ratios for multiple partners in the past 3 term” effects (the average of the 3, 6, and 12 month effects) be
months. The overall intervention effect was considered the same as 12-month post-program effects, but
not significant (p = 0.095), but the short they are not. See the above comment for Jemmott, 2015, on
term intervention effect (3, 6, 12 month) had the problem with the “short term effects” measurement.
an OR=0.50 (p=0.0180) (considered 12
months post-program).
Jemmott, STDs Positive effect. The intervention group had Reported as evidence of Per Table 2, the OR of .71 is not for the entire intervention
2015 significantly reduced curable STIs at 42- programme potential at 42 group but for the subgroup who report themselves as sexually
month follow-up, OR=0.71, 95% CI [0.54, months, noting “Subgroup experienced. However, the sexually inexperienced intervention
0.95], but not at 54-month follow-up, 0" subgroup group showed 11% as testing positive for STDs,
OR=1.15, 95% CI [0.84, 1.57]. The compared to only 4% in the control group. When the sexually
insignificant 54-month follow up does not experienced and inexperienced groups are added together, the
discount the significant data at 54 months. OR is .90. The study reports that this “main effect on STI was
These data reflect the entire intervention nonsignificant” (see Study Abstract). Thus, as IRE reported,
group, so stating subgroup is incorrect. there was no STD effect for the full sample.d
Because the data are reported at 42 months,
this aligns with the definition of positive
effect.
Jewkes, STDs Positive effect. Table 3 reported significantly Reported as positive and The outcome for STDs was not reported as both a positive and
2008 lower incidence of HSV-2 in Stepping Stones negative effect. negative effect by IRE. This is a misunderstanding of the color-
than control intervention for both men and coding on the IRE data table (see above note in yellow for
women (incident rate ratio: 0.67, p =0.036). Dupas, 2011). The grey color did not mean there were both
There was lower incidence of HIV in Stepping positive and negative effects on the STDs outcome, but that the
stones than control, but was not significant. program produced both positive and negative effects across the
These data were normalised across both targeted outcomes. This was noted in the color key at the
follow-ups at 12 and 24 months. bottom of Table 7, but could have been stated more clearly. In
Table 7, the STD outcome was recorded as a positive 12-month
effect, but color-coded grey rather than green because it was
not Evidence of Program Effectiveness, due to the occurrence of
other, harmful program effects. The negative effect by this
program was specified in Column 4 of Table 7 as being for Paid
Sex, not STDs. This negative program effect disqualified the
program for designation as an effective program, according to
standards of the scientific field of program effectiveness.®
Jewkes, Frequent/recent | NM. Recent or frequent sex was not Reported as a negative There was an increase in the frequency of a type of sexual
2008 sex measured in this study. There was a negative | effect. activity: Paid Sex. While it does not fit the typical definition of

impact for transactional sex, which is
captured in the “Negative effect” column.
Transactional sex is not recent sex. This is
misleading and incorrect.

Frequency of Sex, it was close enough to allow IRE to list it in
this pre-existing column, without creating a new column for a
rarely measured outcome. The type of Frequent Sex was
specified in Column 4 of Table 7 of the IRE report under




Negative Effects as Paid Sex. IRE concedes that this is a little
confusing but disagrees that it was an IRE error to record the
outcome this way.

Jewkes, Dual benefit NM. Sexual initiation is not measured Reported as NS. IRE concurs.
2008 (12 mo.) (correctly marked by report). Therefore, this
should be reported as NM too.
Karnell, Sexual NM. Table 2 measures this at the baseline. It Reported as NS. IRE concurs.
2006 Initiation is included in other tables to analyse data by
those who had and hadn’t had sex at the
pretest, but it is never re-measured after the
intervention.
Li, 2008 Frequent/recent | NS. Table 2 reports results of whether Reported as NM. IRE concurs.
sex participants have engaged in sexual inter-
course in the past 6 months but p > 0.05.
Li, 2008 Sexual NM Reported as NS. IRE concurs.
Initiation
Magnani, Overall Spelled the last nhame wrong Spelled “Magnini” This was a “typo” and should not be counted on a list of
2005 comment research discrepancies.
Martinez- Any condom NM. Condom acquisition was measured but Reported as NS. On p.269 the study says “We asked students...the frequency
Donate, use use was not. (never, sometimes, or always) of condom use” and that the
2004 information from this question was used to create the outcome
measure Unprotected Sex. We coded this outcome as Condom
Use, because that is specifically what was being measured, even
though the study used the surrogate label of Unprotected Sex.
This was not an error but a deliberate reasonable decision. (The
label Unprotected Sex is unclear; the way it is measured
sometimes encompasses LARCE use and/or abstinence.)
Mathews, Overall Spelled the last name wrong Spelled “Matthews” This was a “typo” and should not be counted on a list of
2010 comment research discrepancies.
Mathews, Sexual Positive effect. Table 3 presents adjusted Reported as evidence of When males and females were analyzed separately (p.117,
2010 - Site Initiation odds ratio for sexual debut during the 12-15 programme potential and Supplementary Tables 3 & 4), the effect was found only for
3 month study to be 0.65 (p > 0.05) showing indicated for subgroup. males and not females. Thus, it became clear that it was a
that study participants in this group are subgroup effect.d
significantly less likely to have initiated
sexual activity. This was clearly a positive
impact and was measured for the entire
study population (not a subgroup).
Merakou, Sexual Evidence of programme potential at 8 Reported as negative effect. On p. 130, the study states: "the % of students who started
2006 Initiation months. Table 4 presents responses to sexual relations... was higher in the intervention group” and on
statement "I never had sexual relationships”. p.131, “more students from the intervention group initiated
The intervention group showed a positive sex.” The greater decrease in the intervention than the control
effect decreasing by 14.2% (p=0.001) and group in teens who had never had sex (cited by VanTreeck from
the control group decreasing by 10.5% Table 4) was a greater increase in sexual initiation. While this
(p =0.064) but it was not significant. This could literally be called a “positive” effect, since initiation rates
confirms that the intervention group had a went up, it was a negative/harmful program impact on teens,
significant positive impact on sexual not a positive/desired one. (This is the way IRE consistently
initiation. used the term “negative effect,” to mean an undesired effect on
teen behavior). This increase in sexual initiation caused by the
CSE program was not “evidence of program potential.” The
VanTreeck claim of IRE error on this outcome is itself a very
basic error by VanTreeck in interpreting the study results.
Merakou, Any condom Evidence of programme potential at 8 Reported as evidence of On p. 129, the study states: “The questionnaire was
2006 use months. Table 4 shows responses to programme potential for 6 completed...before and after 6 months of the HIV prevention

statement “During the last year I initiated

months post baseline.

intervention.” This was a 6-month post-baseline measure. The




the use of a condom with my partner.” In the
intervention group agreeance to this
statment increased by 1.3% (p=0.017)
where as the control group’s agreeance
decreased by 5.4% but was not significant.
The measurement was taken 8 months post
baseline (Oct 1997 to May 1998).

end of October 1997 to the beginning of May 1998, is roughly a
6-month timespan.

Merakou, Negative Effect No. See error for Merakou, 2006: sexual Reported negative effect for See the first comments above, for Merakou, 2006, noting the
2006 initiation. sexual initiation. basic error by VanTreeck et al. in interpreting the study results.
Merakou, Dual benefit Evidence of programme potential at 8 Reported as NM. These effects were not measured at 12 months post-program,
2006 (12 mo.) months. See sexual initiation and any which is the definition of IRE’s Dual Benefit outcome measure:
condom use. Per p. 129, “The questionnaire was completed...before and after
6 months of the HIV prevention intervention.” This was a 6-
month post-baseline measure.
Okonofua, Any condom Evidence of programme potential at 11 Reported as evidence of 1.The comparison of interest is not the pre-post change within
2003 use months. Table 4 reports the odds ratios for programme potential at 1 groups but the comparison of the intervention group relative to
condom use. The odds ratio for increased year for a subgroup. the control group.
[2 data condom use pre- to post-intervention within 2.The program effect is stated on p.66: “this statistically
points] study groups between both sexes was significant effect of the intervention was due to the reported
OR=1.48 (95% CI =1.22-1.79) in the increase among females (OR=1.80, 95%=1.11-2.92) rather
intervention group and OR = LIl (95% than among males (OR=1.13, 95% CI=0.84-1.51) when
CI=0.86-1.42) in the two control groups comparing the intervention to control groups” (emphasis
combined. added). Thus, it was a subgroup effect on Condom Use,
occurring for females only.d
Okonofua, STDs Evidence of programme potential at 11 Reported as positive effect at | 1. The study states in 2 places that the follow-up survey was
2004 months. Table 6 reports intervention vs. both | 1 year. conducted 1 year post-baseline, on p. 63, “the postintervention
controls both genders adjusted change for evaluation to be undertaken 1 year later” and p.71: “The study
[2 data STD symptoms as 0.68 (significant at 95% was designed to minimize loss to follow-up by conducting the
points] CI) meaning that intervention participants pre- and post-intervention surveys among adolescents in senior
were 0.68 times as likely as control classes 4 and 5, to ensure their availability 12 months after
participants to report STD symptoms. baseline.”
2. The year for this study was 2003, not 2004.
Ross, 2007 # sex partners Evidence of programme potential for a Reported as positive and It is Ross’ Table 3, not Table 4 showing these results. Per Table

subgroup at 3 years. Significant effect in
males but not females. Table 4 shows RR
with 95% CI for reporting more than 1
partner in past 12 months. Males: 0.69
(0.49, 0.95), positive intervention effect.
Females: 1.04 (0.58, 1.89), not significant.
Data demonstrate positive effect and
insignificant data.

negative effect.

3, IRE reported a positive subgroup effect at 3 years post-
baseline for Number of Sex Partners and a negative effect for
STDs (gonorrhea for females: ARR=1.93 (CI=1.01-3.71)). This
shows as a negative effect on STDs in Column 4 of IRE Table 7.
Number of Sex Partners is not listed under negative effects in
Column 4. Thus, IRE did not report both a positive and negative
effect for Number of Sex Partners. This is a misunderstanding of
the color-coding on the IRE data table (see above note in yellow
for Dupas, 2011). The grey color did not mean there were both
positive and negative effects on that specific outcome, but that
the program produced both positive and negative effects across
the targeted outcomes. This was noted in the color key at the
bottom of Table 7, but could have been stated more clearly. The
negative program effect on STDs disqualifies this CSE program
for designation as showing “program potential,” according to
standards of the scientific field of program effectiveness.®




Ross, 2007 Any condom Evidence of programme potential for a Reported as positive and 1. There were 2 measures of condom use: “initiation of” and
use subgroup at 3 years. Significant effect in negative effect. “use at last sex.” There were significant effects for young men
[2 data males but not females. Table 3 shows RR and young women on the former, so IRE gave the program the
points] with 95% CI for used condom at last sex. benefit of the doubt and attributed an effect on condom use.
Males: 1.47 (1.12, 1.93), positive This was a reasonable decision, not an error.
intervention effect. Females: 1.12 (0.85, 2. This is a misunderstanding of the color-coding on the IRE
1.48), not significant. Data demonstrate data table (see above notes in yellow for Dupas, 2011, and
positive effect and insignificant data. Ross, 2007). IRE did not report a negative effect for condom use
in the Negative Effects column (Column 4 of Table 7), but for
STDs. The negative effect on STDs disqualifies this CSE program
for designation as showing “program potential,” according to the
standards of the scientific field of program effectiveness.¢
Shuey, 1999 | Dual benefit NM. Condom use is NM and was reported Reported as NS. IRE concurs.
(12 mo.) correctly, therefore dual benefit should be
reported as NM.
Stanton, Sexual Positive effect. Table 1 shows that the Reported as evidence of On p.2475, the study states: “This [program] effect appears to
1998 Initiation number of remaining virgins (gmpng thosg programme potential at 12 have been contributed primarily by changes among the females
who were virgins at baseline) in intervention | months for a subgroup. (e.g. there was no statistically significant effect on abstinence
group was 17% (p < 0.05) and the number of among males who were virgins at baseline).” Thus, it was
remaining virgins in the control group was actually a subgroup effect—occurring for females but not for
9% (not significant) 12 months post- males, according to the study authors.d
intervention. This demonstrates that the
intervention had a significant positive effect
on sexual initiation, whereas the control
group did not. The measurement of
remaining virgins was taken for the entire
study population (not a subgroup).
Stanton, Any condom Evidence of programme potential for a Reported as evidence of IRE concurs.
1998 use subgroup immediately post-intervention. programme potential at 6
Baseline virgins. Table 3 shows that the 6 months for a subgroup.
and 12 mo f/u are not significant.
Stephenson, | STDs NS. Table 2 and 3 measure ever been told by | Reported as NM. IRE concurs.
2008 a doctor or nurse that you have an STD but
results were NS.
Taylor, 2014 | Any condom Evidence of programme potential at 8 Reported as evidence of The program duration was 3 months (p.849), so the 8-month
use months. Table 2 reports the intervention programme potential at 5 post-baseline follow-up measure was actually a 5-month post-
effect on condom use to be positive; 0.98 months. program effect, as correctly recorded by IRE. The focus of the
(p<0.01). IRE analysis was on post-program effects.
Taylor, 2014 | Dual benefit NS. Condom use and sexual initiation were Reported as NM. These effects were not measured at 12 months post program
(12 mo.) both NS. (see above comment, Taylor, 2014), which is required for IRE’s
Dual Benefit outcome; thus, a 12-month Dual Benefit was not
measured.
Visser, 2007 | Sexual Positive effect. Table 3 reports that the Reported as positive and This is a misunderstanding of the color-coding on the IRE data
Initiation intervention group sexual experience negative effect. table (see above note in yellow for Dupas, 2011). IRE reported
remained the same 18-months post- only a positive effect for Sexual Initiation. The Negative Effects
intervention (no significant change). The are clearly labeled as Forced Sex and Number of Sex Partners,
control group sexual experience increased in Column 4 of Table 7 in IRE's report. Despite its positive effect
significantly (p < 0.05). This demonstrates a on Sexual Initiation, this program does not qualify as showing
positive intervention effect because the evidence of effectiveness because of its multiple negative/
intervention significantly reduced sexual harmful program impacts, according to standards of the
initiation. scientific field of program effectiveness.®
Visser, 2007 | Frequent/recent | Evidence of programme potential at 18 Reported as positive and This is a misunderstanding of the color-coding on the IRE data
sex months. Table 3 presents data for having had | negative effect. table (see above note in yellow for Dupas, 2011). IRE reported

sex in the past 3 months. The intervention

only a positive effect for Frequent/Recent Sex. The Negative




group did not see a significant change, but
the control group saw a significant increase
(p <0.001) in recent sex.

Effects are clearly labeled as Forced Sex and Number of Sex
Partners, in Column 4 of Table 7 in IRE’s report. According to
scientific standards of program effectiveness, this CSE program
does not qualify as showing evidence of program potential
because of its multiple negative/harmful program impacts.¢

Walker, Frequent/recent | NS. Table 1 compares participants in each Reported as NM. Table 1 is the baseline characteristics of the sample at the 16-
2006 sex group who have been sexually active. It is month follow-up, not a report of program effects. Tables 2 & 3
not explicitly defined to be initiation, so it is are program effects for the sexually active portion of the sample
assumed it is for recent sex. (p-3), with no outcomes reported for sexual activity itself. So
Frequent/Recent Sex was not measured/reported as a program
outcome.
Wight, 2002 | Dual benefit NS. Any condom use and sexual initiation Reported as NM. P.2 reports that the study “recruited two
(12 mo.) were both NS. successive cohorts of third year secondary school
pupils (aged 13-14 years) in 1996 and 1997 and
followed them up at the start of their fifth year (at 15-16 years),
about six months after completion of the programme.” Thus, the
follow-up was only 6 months post-program; a 12-month post-
program Dual Benefit was not measured.
Ye, 2009 Any condom Evidence of programme potential at 1 month. | Reported as NS. IRE’s information came from the abstract of this study and from

use

The study measured condom use if
intercourse happened. At one month follow-
up there was a significant increase of
condom use in the intervention group

(p <0.01). There was no significant effect
between one month and one year follow-up.

data about it provided in the Fonner, 2014 meta-analysis.f The
full text of the Ye, 2009, study was not available to IRE. The
study abstract did not report any program impact on condom
use or on any behavior at any follow-up point. The Fonner study
indicated that Condom Use was measured but no program
impact was reported. The Ye abstract reports the long-term
follow-up time as 2 years, not 1 year as reported by VanTreeck.
We do not consider effects at 1-month post-program as
evidence of program potential. For these reasons, we do not
consider IRE’s reporting of the data to be in error.

Key to Color Code:

VIOLET = A mistaken interpretation of this particular study’s findings by the WHO reviewers, not a discrepancy between the IRE report and the study findings.

YELLOW = A misunderstanding of the IRE Table 7 notations by the WHO reviewers, not a discrepancy between the IRE report and study findings.

BLUE = A reasonable decision by IRE on interpretation of this study’s findings, not a discrepancy between IRE and the study findings.

GREEN = IRE concurs with WHO reviewers that there is a discrepancy between the IRE report and this particular study’s findings (only on the outcome indicated).

Summary of IRE Analysis of Purported Discrepancies:

In Table B1, VanTreeck, et al., claim there are 66 discrepancies between the IRE findings in Weed and Ericksen, 2019 (Table 7), and the findings of the 43 studies they
reviewed. There are 59 discrepancy entries in Table B1, with 7 of these naming 2 different discrepancies within the single entry, for a total of 66 data points. IRE re-
examined the results of each of the pertinent studies and found 9 of the 66 items were verified as actual discrepancies with the study results. There were 430 data
points in IRE’s Table 7 (43 reviewed studies x 10 potential outcomes for each). This gave an error rate of 9 discrepancies out of 430 data points, or 2%. The remaining
57 proposed discrepancies were not confirmed as discrepancies between the IRE report and the 43 reviewed studies. Twelve were reasonable decisions by IRE in the
interpretation of study results, 8 were misunderstandings by the WHO reviewers of the notations in IRE’s Table 7, and 37 were erroneous interpretations of study
results by VanTreeck, et al. (The justifications for each of these designations are documented in detail above, in the column to the right of Table B1.) The 37 mistaken
interpretations by WHO reviewers yielded an error rate of 56% (37 + 66). The 9 confirmed IRE discrepancies are all minor in nature and do not change the conclusions
of the IRE analysis regarding numbers of CSE programs showing Evidence of Effectiveness (3) or Negative Effects (9).




Endnotes

a. Table B1 is presented here as it is shown in the VanTreeck, et al., 2023 article (in References, below), with the exception of a few notes in brackets that were added by IRE for clarification. The
purported discrepancies are based on the data in Table 7 of the IRE report: Weed SE, Ericksen IH. (2019). Re-Examining the Evidence for Comprehensive Sex Education in Schools: A Global
Research Review. See: https.//www.institute-research.com/CSEReport/Global_CSE_Report_12-17-19.pdf; see also, Ericksen, I.H. and Weed, S.E. (2019). "Re-Examining the Evidence for School-based
Comprehensive Sex Education: A Global Research Review." Issues in Law and Medicine, 34(2):161-182.

b. The content entered in these columns is an interpretation by the WHO reviewers of the results of the designated study and the findings of the IRE report. Their interpretation is not always an
accurate report of the study results or the IRE findings. These discrepancies are explained in the colored sections in the righthand column.

c. LARC stands for Long-Acting Reversible Contraception method, such as the non-hormonal copper coil (IUD), hormonal coil (IUS), and Depo-Provera injection.

d. The Society for Prevention Research, in its “Standards for Effectiveness” says, “The degree to which findings are generalizable should be evaluated...Statistical analysis of subgroup effects must
be conducted for each important subgroup to which intervention effects are generalized [to enable the]...demonstration of robust effects across important population subgroups” and thereby
detect if program effects are generalizable across the target population of the intervention. See: Gottfredson DC, Cook TD, Gardner FEM, Gorman-Smith D, Howe GW, Sandler IN, Zafft KM. (2015).
Standards of Evidence for Efficacy, Effectiveness, and Scale-up Research in Prevention Science: Next Generation. Prev Sci, 16(7):893-926, p. 18-19.

e. The Society for Prevention Research stipulates, regarding prevention programs: “For an efficacy claim, there must be no serious negative (iatrogenic) effects on important outcomes.” See:
Gottfredson DC, Cook TD, Gardner FEM, Gorman-Smith D, Howe GW, Sandler IN, Zafft KM. (2015). Standards of Evidence for Efficacy, Effectiveness, and Scale-up Research in Prevention Science:
Next Generation. Prev Sci, 16(7):893-926, p.17, Standard 7c. This standard is also held by Blueprints for Healthy Youth Development: Blueprints Standards. Available at:
https://www.blueprintsprograms.org/blueprints-standards/

f. Fonner VA, Armstrong KS, Kennedy CE, O’Reilly KR, Sweat MD. (2014). School Based Sex Education and HIV Prevention in Low and Middle-Income Countries: A Systematic Review and Meta-
Analysis. Plos One (9), e89692.
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